advanced lesions or with contraindications to surgery have been entrusted to the radiotherapist. It is possible that this reputation for radioresistance of adenocarcinoma may have to be reconsidered in the light of parallel evidence derived from the treatment of rectal adenocarcinoma. Thus Fajbisowicz and his colleagues (1966) have shown that about 25% of the latter appear at least to be controlled if not cured at the third anniversary. It is possible that the tradition of radioresistance of adenocarcinoma has been based on experience acquired at a time when high energy radiation was not available. By contrast, in the case of squamous cell carcinomas it has been the policy to advocate primary radiotherapy. Most of the successes have been with limited tumours low enough to permit treatment by a radium implant. Dalby & Pointon (1961) have also advocated interstitial irradiation for limited lesions because of the notorious intolerance of perineal tissue for high doses of external irradiation. Of 85 patients followed five years and longer 29 % survived five years as a result of unassisted irradiation, 43.5% when 12 patients salvaged by subsequent surgery were added.
We have reviewed all our cases of cancer of the anus with at least three years of follow up (excluding adenocarcinoma) ( Table 4 ).
The results from radiotherapy (Table 5) show that 6 of 12 cases survived three years after single-plane radium implants. One of these survivors had required surgical salvage. Twoplane and volume implants were not employed in this series, external beam therapy by linear accelerator or telecobalt being preferred for lesions which by virtue of bulk might have required these techniques. Three of 9 cases in this category survived three years after high energy irradiation. TIhe perineal tissues are notorious for intolerance to radiation and it is difficult to achieve adequate dosage in very advanced local lesions without an incidence of necrosis. Thus Williams (1949) reported 5 cases of necrosis in 23 cases of anal carcinoma treated by supervoltage. Undoubtedly well-differentiated lesions of the anal margin without extension may equally well be treated by surgery or radium implant with satisfactory results. For the plaque-like lesion limited in its upward extent and predominantly to one side, a single-plane implant with surgery in reserve appears an acceptable and desirable policy in terms of survival and preservation of function. Local tissue tolerance sets the limit on the prescribed dose in irradiation of the anus. We have one case of local necrosis in our series after a dose of 5,500 r in 100 hours from a singleplane implant. One case developing a fibrous stricture required a sphincterotomy following a dose of 5,500 r in 158 hours.
How might the results of radiotherapy be further improved? First, radium needles are inflexible and of predetermined length and care has to be taken not to pass too deeply at the external sphincter. This sometimes results in undesirable tissue tension. The use of flexible radioactive tantalum sources of variable length as advocated by Ellis & Oliver (1954) After radical excision, the para and superior rectal lymph glands are available for histological examination. These were not involved in 9 welldifferentiated (low-grade) tumours, whereas in over 50 % of the average and poorly differentiated cases the glands were invaded by secondary growth (Table 2) . Thus, the removal of the hamorrhoidal glands is a necessary part of any operation aimed to cure average and high grade cases. A local excision would seem to be an adequate operation only for well-differentiated tumours which are sufficiently small to allow wide removal. Between 1928 and 1962 local excision was done on 8 occasions; 6 patients survived five years; two patients with poorly differentiated tumours developed local recurrence. After radical excision, all the low-grade cases survived (one not traced), compared with only 50oY of the average grade and 36%o of the high grade cases (Table 3) . After radical excision, the well-differentiated tumours did not recur. The high-grade anaplastic tumours recurred mainly in the liver or by widespread blood-stream dissemination, whereas the average-grade tumours recurred either locally in the perineum or in the inguinal or iliac glands (Table 4) . Wide removal of the growth in the perineum is necessary to reduce the incidence of local recurrence, which in a recent series accounted for 50 % of the failures (Sawyers et al. 1963) .
Anal Margin Squamous cell carcinoma of the anal margin arises entirely or mainly below the dentate line (Morson 1960) .
During the period 1928-62, 52 cases were seen at St Mark's Hospital, of which 19 were lowgrade tumours (Table 5) . In carcinoma of the anal margin, wide local excision is the treatment of choice; 30 cases were treated in this way, with a five-year survival of 60 %. Radical excision was carried out in 9 cases, usually because the tumour was considered too large for a local procedure, but even in these advanced cases the regional hemorrhoidal glands were not involved. After local excision, the tumour recurs either locally or in the inguinal glands; widespread blood-stream recurrence has not been seen (Table 6 ).
